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To the Editor,
We are very grateful for the comments and the constructive suggestions made by Schmidt and co-workers regarding our recent article [1] . It is our opinion that the proposed method is a valuable alternative to our protocol.
Since 2008 we routinely use the published method for recurrent laryngeal nerve monitoring during esophagectomy, left sided lung resections with mediastinal lymph node dissection, and cases of right-sided lung resections with high right-sided or additional left-sided mediastinal lymph node dissection. We agree that maintaining the position of the electrode can be challenging with a doublelumen endotracheal tube when the patient needs to be repositioned after intubation. This has been the case in the past. In the meantime we adapted our protocol and replaced the initial electrode (1.5 cm long) by a longer one (4.5 cm long) (Dragonfly laryngeal electrode, Spes Medica S.r.l., Battipaglia, Italy). With the longer electrode we were able to identify the recurrent laryngeal nerve (RLN) and monitor a nerve signal in all patients independent of the pathology present or the type of surgery employed.
Instead of using an electrode on a double-lumen tube, Schmidt and co-workers propose using a single-lumen tube in combination with a bronchial blocker. This allows repositioning of the endotracheal tube if the EMG signal is absent, without interfering with single lung ventilation. However, deflating the unventilated lung may be more difficult with single lung ventilation in combination with a bronchus blocker [2] .
